A child with congenital cataracts needs surgical treatment by the age of 8 weeks if the eyes are to function even reasonably well. The management is difficult-for the doctor, the parents, and the child-but the enhanced visual result in most cases justifies the difficulties and the risks. All those concerned in the medical care of young children need, therefore, to be aware of the features of congenital cataracts and the importance of prompt referral to the ophthalmologist.
Early treatment has become mandatory for congenital cataract as the result of several developments in the last 15 years. Firstly, ophthalmologists have become aware of the fundamental importance of amblyopia in the management of visual disorders in childhood.' In amblyopia central vision is lost because of some defect in the eye during a sensitive period of development of the visual system. The results of studies in animals strongly suggest that in human infancy there may be a period of grace of up to 2 months of age when the effects of visual deprivation are of less consequence because they are less profound and reversible.2 3 After this come 6 to 18 months of increased sensitivity-the human equivalent of the laboratory animal's critical period-and then a gradually declining sensitivity for several years, so that by the age of 9 or 10 a child's visual system is no longer affected by degraded visual input.
Amblyopia may be caused not only by opacity in the optical media of the eye-such as cataract-but also by a blurred retinal image such as occurs in uncorrected aphakia (the absence of the lens from its normal site with the loss of its refractive role). Our After surgery the baby is fitted with high gas-transfer contact lenses designed for continuous wear. 7 The risk of corneal damage from these is substantial, and frequent follow-up visits are necessary. The contact lenses are not strictly necessary once the child reaches 3 years or so, when he can wear spectacles.
The cost of contact lens treatment (to both the parents and the NHS) is admittedly high-perhaps between f200 and £1200 a year, depending on the numbers of lenses used and the distance from the contact lens department. Nevertheless, if the improvement in the child's visual performance is sufficient to shift him from one educational category to another such treatment is clearly cost effective.
Until recently the visual prognosis for eyes with unilateral cataract was universally agreed to be so poor that surgery was indicated only for cosmetic reasons or to prevent glaucoma resulting from a "hypermature" lens. Recently Beller et a18 have described a series of children who were operated on and optically corrected within days of birth, followed by vigorous occlusion of the normal eye. Careful monitoring of the vision of both eyes by psychophysical or electrophysical means showed that nine patients who had received ideal treatment had Snellen acuities of about 6/9. The social relevance of extended, and possibly risky, treatment for a non-blinding condition is, however, a matter for debate.
The notion that in infants with congenital rubella surgery for cataract was best delayed for some months or even years because of the risk of endophthalmitis has now been outdated by improved surgical technique, and bilateral cataracts due to rubella require early surgery like any others. The indications for surgery are probably even stronger in unilateral rubella cataracts because of the substantial risk of late visual deterioration due to macular degeneration.9 N S C RICE 
